Group Person-Based Cognitive Therapy (PBCT) integrates cognitive therapy and mindfulness to target distinct sources of distress in psychosis. The present study presents data from the first randomised controlled trial investigating group PBCT in people distressed by hearing voices. One-hundred and eight participants were randomised to receive either group PBCT and Treatment As Usual (TAU) or TAU only. While there was no significant effect on the primary outcome, a measure of general psychological distress, results showed significant between-group post-intervention benefits in voice-related distress, perceived controllability of voices and recovery. Participants in the PBCT group reported significantly lower post-treatment levels of depression, with this effect maintained at six-month follow-up. Findings suggest PBCT delivered over 12 weeks effectively impacts key dimensions of the voice hearing experience, supports meaningful behaviour change, and has lasting effects on mood.
Introduction
Individual Cognitive Behaviour Therapy for Psychosis (CBTp) is recommended in the US and UK for the treatment of schizophrenia and schizoaffective disorder (e.g. National Collaborating Centre for Mental Health, 2014) -though in the UK, where CBTp is longer established, access to individual CBTp remains poor (The Schizophrenia Commission, 2012) and group CBTp lacks sufficiently robust evidence to be recommended by the National Institute for Clinical Excellence.
Evidence is building for the benefits of group mindfulness-based interventions (MBIs) for psychosis (Chadwick et al., 2005; Khoury et al., 2013; Lopez-Navarro et al., 2015) , including for distressing voices (Chadwick et al., 2009) . Mindfulness is a state of non-judgemental and accepting awareness of present-moment experiences (such as thoughts, voices and bodily sensations). Qualitative research reveals how learning to respond mindfully to difficult psychotic symptoms can reduce distress and facilitate increased acceptance of both psychosis and the self (Abba et al., 2008) . Person-Based Cognitive Therapy (PBCT; Chadwick, 2006) integrates CBTp and mindfulness and was developed specifically for people with distressing psychosis (though has since been found to significantly benefit people with chronic depression: Strauss et al., 2012) . It has long been argued that CBTp aims at reducing distress and disturbance, not psychotic symptoms (e.g. Chadwick et al., 1996) , and PBCT explicitly targets three distinct sources of distress/disturbance: persecutory delusions and beliefs about voices ('symptomatic meaning'); self-defeating reactions to psychotic symptoms (e.g. experiential avoidance, fighting with voices, paranoid rumination); and core beliefs (schemata) that define the self as negative and fixed. Therapy combines guided discovery, behavioural experiments, a focus on positive behaviour change, mindfulness practice, and a strong experiential focus.
Auditory hallucinations (voices) are often experienced as highly distressing and disturbing (Birchwood and Chadwick, 1997) . Two randomised controlled trials of group CBTp specifically for people with distressing voices have been published. Wykes et al. (2005) reported improvement in social functioning but no effect upon the severity of voices. Penn et al. (2009) compared CBTp with supportive therapy and found CBTp to beneficially impact general psychotic symptoms and supportive therapy to have greater specific impact on auditory hallucinations. The present study is the first randomised controlled trial of group PBCT for distressing voices. Following an earlier uncontrolled study (Dannahy et al., 2011 ) the primary outcome was a measure of general distress (CORE-OM). We also included outcomes more proximal to the targets of the PBCT therapy including voice distress, voice control, and depression; as well as a recovery-related measure of positive interpersonal behaviour and purpose. The primary hypothesis was that group PBCT plus treatment-as-usual (TAU), in comparison to TAU-only, would lead to reduced distress and disturbance in people distressed by hearing voices with a diagnosis of schizophrenia or schizoaffective disorder. A secondary hypothesis was that these effects would be maintained six months post therapy.
Method

Design
This was a single blind, pragmatic randomised controlled trial (registration number ISRCTN74054823) comparing group PBCT plus TAU (hereafter referred to as PBCT) with TAU alone (hereafter referred to as TAU). Allocation was 1:1. Eligible participants were recruited from two UK mental health services in Sussex and Hampshire. Recruitment began in January 2012 and was completed in September 2013 (recruitment delays required a 6 month extension). Follow-up assessments ran from March 2013 to July 2014. Assessment occurred pre-randomisation, four months post-randomisation (post-treatment) and ten months post-randomisation (follow-up). The Brighton and Sussex Research Ethics Committee (number 11/L0/1330) gave ethical approval.
The planned sample size of 60 participants per treatment arm was based on yielding 80% power for detecting an effect size of d = 0.56 (Chadwick et al., 2009 ) with a Student's t-test, two-sided 5% alpha and an attrition rate of 18%.
Recruitment process
Inclusion criteria were: hearing distressing voices for the preceding year; ICD 10 (World Health Organisation, 1992: research criteria) diagnosis of schizophrenia or schizo−affective disorder; aged 18 years and older. Exclusion criteria were: known organic illness; primary diagnosis of substance misuse. Eligible participants identified by Consultant Psychiatrists and Mental Health Practitioners were given information sheets and, if interested, were asked for verbal permission to be contacted by a study research assistant. Research assistants provided further information, obtained written informed consent, and administered baseline measures in line with the assessment protocol (the present article presents data on main outcomes only).
Randomisation and blinding
Stratified block randomisation was completed by the Clinical Trials Unit at King's College London. When 12-18 participants had been consented and assessed within a centre, recruitment was closed and participants were randomised to receive PBCT or TAU. The Trials Unit then emailed allocation details to the centre Trial Manager and research assistant, who notified participants of their allocation. All postrandomisation assessments were completed by research assistants from a different geographical centre who were blind to participant allocation. When breaks in blinding were reported, assessments were completed by another research assistant who was blind to allocation.
Intervention
Group PBCT was delivered over 12 one-and-a-half-hour sessions. All groups were supervised by the first author and facilitated by two clinical psychologists experienced in either CBTp, or mindfulness, or both (five therapists in total). The therapy manual is detailed elsewhere (Chadwick, 2006; Strauss and Hayward, 2013) . Briefly: All sessions began with mindfulness practice and discussion. Mindfulness practice in PBCT is brief (10 min), with frequent guidance that includes reference to psychotic experience, and combines focussed attention on body and breath with open awareness. Sessions 1-3 socratically drew out participants' voice hearing experiences (onset, impact, meaning, distress and coping) and framed them using the ABC cognitive model. Sessions 4-6 explored personal control, socratically weakening voice omnipotence and enhancing autonomy. Sessions 7-12 added focus on identifying and decentring from negative schemata, and building positive schematic beliefs (including using experiential two chair work) alongside recognition that the self is complex and changing. Participants were encouraged to practice mindfulness daily at home, using a supplied 10 min recording, and each week one further homework was set relating to work on voices or self (e.g. Session 6: keeping a record of times when I chose what to do in spite of the voices).
Therapy adherence was assessed by participants completing checklists indicating adherence to key protocol elements for that session (e.g. Session 3: (i) We did a mindfulness practice, (ii) We talked about what we noticed during the mindfulness practice, (iii) we talked about voices using an ABC table, (iv) we were asked about what we had learned from today's sessions). Ratings were administered by research assistants at 16 randomly selected sessions, covering both sites, and after the therapists had left. 65/67 participant ratings indicated full adherence; at two separate sessions a participant rated one of the four protocol elements as missing. It was not possible to record group therapy sessions due to participant concerns.
All participants received TAU, comprising: 2-3 monthly outpatient appointments with their psychiatrist, antipsychotic medication, and contact with care team members every two weeks, all of which were documented in accordance with the study protocol. A 34-item self-report measure of psychological distress with adequate reliability (α 0.75-0.95) developed to evaluate outcome in psychological therapy (Evans et al., 2000) . CORE-OM includes subscales of well-being, problems, functioning and risk. Item scores range from 0 to 4 (higher scores indicate more distress). Haddock et al., 1999) A clinician rated 11-item scale assessing the severity of different dimensions of the voice-hearing experience (Haddock et al., 1999) including frequency, duration, loudness, distress intensity and control. Each item is rated 0 to 4 (higher scores indicate more difficulty). The authors report good psychometric properties and inter-rater reliability (0.78-1.00).
PSYRATS: Auditory Hallucinations Scale (AHRS;
2.5.3. Hospital Anxiety and Depression Scale (HADS; Zigmond and Snaith, 1983) A 14-item self-report measure of anxiety (7 items) and depression (7 items). Items are scored 0-3, with higher scores indicating greater distress. The HADS has well established psychometric properties (Zigmond and Snaith, 1983) and reliability (α 0.83 for anxiety and 0.82 for depression; Bjelland et al., 2002) .
2.5.4. Choice of outcome in CBT for psychoses (CHOICE; Greenwood et al., 2010) A 24-item self-report questionnaire developed with patients to assess goals for CBTp related to recovery (e.g. self-confidence, positive ways of relating to people, and a positive purpose and direction in life) that is reliable (α 0.83 for Severity and 0.88 for Satisfaction) and valid (Greenwood et al., 2010) . Each item is rated on a 10-point scale for (1) severity and (2) satisfaction (higher scores indicate better functioning).
Statistical analyses
All outcomes (excluding distress intensity and control) were evaluated using Analysis of Covariance (ANCOVA) at post treatment (4 months) and at follow-up (10 months) separately using the intention-to-treat (ITT) principle where all participants were analysed as per their randomisation allocation. Corresponding baseline scores were used as covariates in the ANCOVA and centre (Sussex or Hampshire) and treatment group (PBCT + TAU or TAU only) were treated as fixed factors. All analyses were carried out in STATA (version 13); treatment effects were estimated using regress. Due to the ordinal nature of the distress intensity and control outcomes, non-parametric methodology was used to conduct a between-group comparison of the change in scores from baseline to the post treatment and followup, separately. The change scores for each group were compared using a Mann-Whitney test for unpaired groups (using STATA ranksum) and then the Cohen's d standardised treatment effect size was calculated from the Z-scores (Lenhard and Lenhard, 2015) .
Missing follow-up data is commonly experienced in longitudinal trials and it is often assumed that the data are missing at random (MAR). We looked at the predictability of missingness from other non-missing variables and the MAR assumption was deemed appropriate. To address the impact of drop-outs, adjustment rates were calculated using inverse probability weights that could be used in the regression models to compensate for the missing values (Little and Rubin, 1987) . For each individual, the probability of providing follow-up data at 4 and 10 months separately was estimated using treatment compliance (attended at least 8 sessions), centre, treatment group and the baseline outcome value as predictors in an unweighted logistic regression (using STATA logit). The adjustment weight was calculated as the reciprocal of this probability which was then entered in the regression model used in the main analyses. The unstandardised treatment effect was taken directly from the coefficient for the treatment group. The standardised effect (Cohen's d) was calculated from the treatment group coefficient divided by the corresponding outcome pooled SD at baseline. Estimated unadjusted (complete case analysis) and adjusted (for drop-out) treatment effects are reported with their standard error, 95% confidence interval, significance levels and Cohen's d. No adjustments were made for the distress intensity and control outcomes. An exploratory perprotocol analysis was also carried out where the outcomes of participants who were treatment compliant (i.e. attended 8 or more therapy sessions) were compared with the TAU group.
Results
The CONSORT diagram shows the trial profile (see Fig. 1 ). Sixtythree participants were recruited in the Sussex centre and forty-five participants in Hampshire. Three PBCT groups were run in Hampshire and four in Sussex.
39 participants (72%) randomised to PBCT attended at least 8 sessions ('completers'). Eight participants randomised to PBCT attended no sessions (three dropped out of the study, and five completed at least one post-randomisation assessment); of those who attended at least one session, 85% completed therapy. Study retention was 93/108 (86%) at 4-months and 82/108 (76%) at 10-months assessments (the Fig. 1 . Flow of participants through the study. two serious adverse events, both deaths, were reviewed by the Trial Steering Committee and deemed highly unlikely to be related to the study). Data were missing from 14% of participants post treatment and 24% of participants at follow-up.
Sample characteristics
In the study sample, 53 (50%) were male; the median age of the participants was 42 years (range 18-65); the median onset age of hearing voices was 21 years (range 5-55); 98 (91%) were White British; 82 (76%) were unemployed, 16 (15%) were employed and 10 (9%) had another status e.g. retired. In terms of highest level of education received, 20 (19%) had primary education, 41 (38%) had lower secondary education, 16 (15%) had upper secondary education, 14 (13%) had postsecondary non-tertiary, 6 (6%) had short-cycle tertiary education and 11 (10%) had bachelor degrees or equivalent. In terms of clinical diagnosis, all participants had a diagnosis of Schizophrenia or Schizoaffective disorder. Baseline characteristics between the two study arms were similar (Table 1) . Table 2 displays the summary statistics for the outcome measures. The CORE-OM post-treatment mean score, the primary endpoint, was lower in the PBCT condition compared with the TAU condition. This is shown in the estimates of treatment effects from the crosssectional analyses (Table 3 ). The estimated between-group effect size (unstandardized) and corresponding 95% Confidence Interval (CI) post treatment was − 0.14 (95% CI − 0.337 to 0.007; p = 0.188) which equates to a standardised effect size (Cohen's d) of − 0.20. The corresponding adjusted between-group effect size was − 0.157 (95% CI −0.35 to 0.04) and adjusted Cohen's d, d* = −0.23. The Bayes factor for a sample difference between PBCT and TAU (of 0.135, SE = 0.102) was 0.71 which implies that the data are not sensitive enough to conclude whether or not there is a difference between the two groups (Dienes, 2008) .
Outcomes
The estimated unadjusted and adjusted treatment effects for distress and disturbance at follow-up (CORE-OM) and specific measures of distress (PSYRATS distress intensity and HADS depression and anxiety) and disturbance (PSYRATS control, CHOICE Severity and CHOICE Satisfaction) shown in Tables 3 & 4 demonstrate favourable changes in favour of PBCT, although not all were statistically significant. At posttreatment there were significant between-group effects on measures of distress (HADS depression and PSYRATS distress intensity) and disturbance (PSYRATS control, CHOICE Severity and CHOICE Satisfaction), but significant effects were maintained at follow-up only for HADS depression. In addition, the statistical significance for the post-treatment effect of CHOICE Severity became non-significant when it was adjusted. The PBCT intervention did not have demonstrable effects on the CORE-OM at follow-up or on HADS Anxiety at post-treatment or follow up. Exploratory per-protocol analysis findings were in line with, and did not alter, the ITT analysis findings.
Discussion
The study examined effectiveness of group PBCT on distress and disturbance in people distressed by hearing voices with an ICD-10 diagnosis of schizophrenia or schizoaffective disorder. Between-group effect sizes on general psychological distress (CORE-OM) at post-intervention and follow-up were small (in favour of PBCT) and non-significant. Intensity of voice distress was improved post-treatment -the first RCT Table 2 Primary and secondary outcomes at 4 months and 10 months. Values are mean (SD) or *indicates variables summarised using median (range) because the scale item is ordinal and the data distribution is skewed. Some scales have missing data and numbers (n) are provided to indicate samples with complete data. CORE-OM = clinical outcomes in routine evaluation; HADS = Hospital Anxiety & Depression Scale; PSYRATS = psychotic symptom rating scales; CHOICE = self-report assessment of recovery. of group CBTp for voices to find this. PBCT also led to significant improvement in depression: CBTp trials focussing on voices have typically not found effects on depression (Birchwood et al., 2014; Penn et al., 2009; Trower et al., 2004) . The study also found post-intervention reduction in feeling controlled by voices -easing voice omnipotence is a vital early goal in psychosocial interventions for distressing voices (Chadwick et al., 2000) . Furthermore, there was a significant effect on CHOICE, a patient generated measure of behavioural disturbance and positive action. The present study has limitations. First, the study did not meet its recruitment target (there was no suggestion this was due to the specific therapy) and was unable to provide a definitive test on the primary outcome measure (CORE-OM); recruitment delays, particularly in one site, may have contributed to 8 participants randomised to PBCT not attending a single session. It is encouraging that 85% of participants who attended at least one session went on to complete therapy. Relatedly, whilst recognition is growing that primary outcome in CBTp should relate to distress and disturbance, there is no agreed outcome measure for assessing this with voices (see Thomas et al., 2014) . The CORE-OM was developed to assess global psychological distress in broad psychotherapy research and may not be the best outcome measure in CBTp research. Future PBCT research should prioritise measures that assess change in variables directly targeted by the intervention (e.g. voice distress, depression, behaviour change). Second, the lack of an active control group, while appropriate for an initial assessment of PBCT effectiveness, leaves open the possibility of either placebo effects or effects due to nonspecific group factors (our research indicates the importance of universality in mindfulness groups for psychosis : Chadwick et al., 2009, p. 410) . Third, the study did not assess completion of homework. Finally, whilst the effect on depression was maintained at 6-month follow-up, other positive effects were not. PBCT targets change in a number of domains -delusional beliefs; relationship with positive psychotic symptoms; mindfulness; positive behaviour change; and a more balanced, flexible and accepting self-concept. Future research should examine a longer intervention phase to consolidate the important post-treatment gains seen -supplementing face-to-face sessions with e-Health and m-Health mindfulness platforms might consolidate gains without reducing accessibility. Future research might also assess use of antipsychotic medication and mental health services, including admission to hospital; and whilst protocol adherence was assessed in the present study, future research could also use independent raters to assess competence of delivery.
In sum, the findings of post-group effects on depression, voice distress, voice controllability and recovery provide a mandate for future research. Overall when delivered over 12 weeks, group PBCT for distressing voices shows promise as an intervention to reduce the distress and disturbance associated with voice hearing experiences in the context of psychosis.
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